Serous Meningitis, Secondary to Tonsillitis.-DoUGLAS MCALPINE, M.D. E. L., female aged 14, admitted to Middlesex Hospital on December 15, 1934. The patient had been in normal health until July 1934, when she developed a sore throat accompanied by a rash on the face, arms, and legs. These symptoms gradually cleared up, but two weeks later they returned, and during part of this time she complained of a stiff neck, and the head was slightly drawn over to the right. Towards the end of September, her mother noticed that she was holding her book close to the eyes when reading. At the end of November she had a severe "cold" in the head. This was followed by a return of the stiff neck, now accompanied by headache. On December 1, she complained of double vision on looking to the left.
There was no vomiting. 14 The patient gave a history of headache beginning in January 1936. At first it was intermittent. It was felt as a sharp pain over the left eye, radiating to the left side of the head. This pain would last an hour or so, and was aggravated by movement. On May 20 there was a sudden onset of severe pain at the back of the neck. Three days later he saw double on looking to the right; the diplopia has persisted. On June 10 he vomited, and again on several occasions during the next three weeks. He was admitted to Peterborough Hospital on July 24. Beyond double papillcedema no abnormal signs were found in the central nervous system.
A lumbar puncture soon after admission caused the headache to disappear, except for a jarring pain on moving the head from side to side. The patient vomited on several occasions after the lumbar puncture. About the beginning of September he noticed slight failure of vision, which slowly increased. No history of deafness, giddiness, or unsteadiness in walking could be elicited.
On admission to Middlesex Hospital he complained of slight pain above the left eye, and pain at the back of the neck if he jerked his head backwards or forwards. Mentally alert. Pupils dilated and equal; left reacted somewhat sluggishly to light. Slight weakness of left external rectus. Lateral nystagmus present, the slower movement being to the right. Approximately six diopters of papillcndema with a recent hEemorrhage above left disc. Vision: R. ' ; L. A. Visual fields full.
Corneal reflexes brisk. Sensation normal on both sides of face. Very slight weakness of lower part of left face. A watch was heard at 8 ft. from the right ear and 5 ft.
from the left ear. Bone and air conduction seemed both slightly diminished on-left side. Remaining cranial nerves normal. No sub-occipital tenderness. Repeated examinations by different observers failed to demonstrate any alteration in tone, power, reflexes or sensation in the upper and lower limbs. Co-ordination was normal on both sides, as was the gait. A mid-line cerebellar tumour seemed the likeliest diagnosis.
Mr. P. B. Ascroft operated on November 7, and disclosed a bighly vascular tumour of the left lobe of the cerebellum. No attempt was made to remove it.
The patient made a smooth recovery. The vision has improved, and the papillmdema is subsiding. Deep X-ray treatment was started at the end of November.
These two cases illustrate the difficulties that may arise in distinguishing between serous meningitis and a tumour situated in the posterior fossa. In the second case the headache was at first intermittent and was only partially relieved by lumbar puncture. Vomiting continued at intervals for several weeks. These features, in the absence of cerebellar signs, suggested a tumour rather than serous meningitis. In the latter condition, as a rule, the headaches begin abruptly and then lessen, perhaps disappearing entirely even though a high-grade papillcedema is present. These points, with the absence of signs, except usually an external rectus palsy, should suggest a serous meningitis rather than a tumour. A diagnosis of the latter condition is, however, difficult in the absence of a focus, in the ear, throat, or sinuses. In doubtful cases ventricular puncture should be carried out, and if the symptoms are relieved, lumbar puncture may be performed, without danger and repeated, careful note being made of its effect on the diplopia and papilloedema.
Di8CU88io0n.-Dr. N. S. ALCOCK said that Dr. G. M. Findlay, working at the Wellcome Institute, had found a virus in two cases which appeared similar to the first of these two, except that they showed cells in the cerebrospinal fluid, and it might be worth while to see whether antibodies could be found in the blood in this case.
Dr. G. S. HALL said that he considered the result in Dr. McAlpine'sfirst case a happy one, as the patient was left with almost full vision.
He questioned the opinion that the serous meningitis was secondary to tonsillitis; nearly always the site of infection appeared to be para-meningeal. Had the mastoid processes been examined by X-rays ?
Dr. McALPINE (in reply) said that the ear drums were normal. There had been no X-ray examination of the mastoid. Serous meningitis was a condition affecting young persons, usually under the age of 20.
Medulloblastoma of the Fourth Ventricle with Repeated Spinal
Recurrences.-J. ST.C. ELKINGTON, M.D.
R. H., male apprentice aged 17, attended hospital on September 11, 1935, complaining of double vision, deafness, and beadache, all of one month's duration.
Past health.-Good, except that a year previously he had developed mild " sciatica" on the right side and two months previously a similar pain had been
